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LECTURE  I. 

HEAD  PRESENTATIONS  WITH  THE  FOREHEAD  ORIGINALLY 
DIRECTED  FORWARDS  OR  TOWARDS  THE  PUBES. 


At  the  Maternity  Hospital,  you  have  had  repeated  opportuni¬ 
ties  of  watching  cranial  presentations  in  which  the  face  or  fore¬ 
head  of  the  child  was  primarily  directed  forwards,  or  towards  the 
pubis.  The  Hospital  records  amply  testify  to  the  frequency  with 
which  some  of  you  have  met  with  this  position  of  the  infant’s 
head.  At  the  same  time,  you  must  permit  me  to  remark  that, 
for  obvious  reasons,  I  do  not  place  any  great  reliance  upon  the 
perfect  accuracy  of  the  reports  of  positions  entered  in  these  records 
by  the  younger  pupils.  In  fact,  one  of  their  principal  objects  in 
Hospital  and  Dispensary  instruction  is,  to  acquire,  among  other 
matters,  a  practical  knowledge  of  the  subject  of  positions, — and 
to  consider  them  always  accurate  on  this  point,  is  to  presuppose 
them  already  proficients  in  a  difficult  department  of  clinical  ob¬ 
servation.  But  Dr  Martin  Barry,  (our  invaluable  House  Surgeon, 
and  a  gentleman  to  whose  talents,  and  zeal,  and  humanity,  the 
Hospital  is  deeply  indebted  for  its  prosperity,)  has  been  so  kind 
as  furnish  me  with  a  table  showing  the  positions  of  the  head  in 
335  cranial  presentations,  that  he  had  himself  carefully  observed 
and  noted  among  the  patients  of  the  Institution,  and  on  which, 
therefore,  we  may  place  implicit  confidence.  I  shall  classify  these 
o35  presentations  according  to  the  four  positions  and  numerical 
nomenclature  used  by  many  of  the  German  schools. 
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Table  showing  the  Positions  of  the  Head  in  335  Cranial  Pre¬ 
sentations  at  the  Edinburgh  Maternity  Hospital. 

I .  — Occipito-anterior  Positions. 

1.  Position  ;  or  occiput  directed  to  left  foramen  ovale,  in  256  cases. 

2.  Position  ;  or  occiput  directed  to  right  foramen  ovale,  in  1  „ 

I I .  — Occipito-posterior  Positions. 

3.  Position  ;  or  occiput  directed  to  right  sacro-iliac  synchondrosis,  in  76  cases. 

4.  Position  ;  or  occiput  directed  to  left  sacro-iliac  synchondrosis,  in  2  „ 

Total,  335 

It  is  to  this  latter  division  of  cases  ( the  occipito-posterior)  that 
I  wish  particularly  to  call  your  attention  at  our  meeting  to-day. 
And  I  do  so,  in  order  to  point  out  to  you  at  some  length  their 
mechanism  and  management, — to  show  you  the  strange  and  in¬ 
structive  errors  that  have  been  fallen  into  by  most  British  authors, 
in  the  study  and  description  of  them, — and  to  enable  you  to  ex¬ 
amine  more  fully  for  yourselves,  into  the  actual  phenomena  of  these 
cases  when  they  happen  to  occur  in  your  future  hospital  and  dis¬ 
pensary  practice. 

NOMENCLATURE  AND  NATURE. 

You  will  find  the  class  of  cases,  to  which  I  advert,  discussed 
by  different  writers,  under  a  variety  of  different  appellations.  Dr 
Clarke  has  described  them  as  cases  in  which  “  the  face  of  the  child 
presents  to  the  os  pubis.”  Various  English  authors  speak  of  them 
as  cases  in  which  the  forehead,  instead  of  the  occiput,  of  the  child 
is  turned  or  inclined  forwards  to  the  pubis,  or  to  either  groin. 
They  form  the  fr onto -cotyloid  positions  of  some  foreign  authors, 
the  occipito-sacral ,  and  occipito-sacro-iliac  of  others.  They  con¬ 
stitute,  as  you  are  aware,  the  third  and  fourth  positions  of  those 
German  authorities,  who  use  the  numerical  nomenclature,  illus¬ 
trated  by  the  preceding  table. 

In  order  that  you  may  understand  more  precisely  the  nature 
of  the  cases  to  which  I  wish  at  present  to  direct  your  attention, 
allow  me  to  recal  to  your  memory,  that  anatomists  and  obstetri¬ 
cians  describe  four  diameters  of  the  brim  of  the  pelvis,  viz.  1. 
the  conjugate, — 2.  the  transverse, — 3.  the  left  oblique,  and,  4. 
the  right  oblique ;  that  it  very  rarely,  or  indeed,  almost  never 
happens  that,  at  the  commencement  of  labour,  the  long  diameter 
of  the  child's  head  enters  the  pelvis  in  either  of  the  two  first  or 
direct  diameters  ;  and  that  of  the  two  last  or  oblique  diameters, 
the  left,  or  that  marked  by  a  line  running  from  the  left  sacro-iliac 
synchondrosis  to  the  opposite  or  right  foramen  ovale,  is  compara¬ 
tively  seldom  occupied  by  the  head,  because  behind,  its  length  is 
curtailed  by  the  presence  of  the  rectum.  In  fact,  in  99  out  of 
every  1 00  cases  of  cranial  presentation,  the  long  diameter  of  the 
bead  of  the  infant  is  found  placed,  at  the  commencement  of  par- 
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turition,  in  the  direction  of  the  right  oblique  or  diagonal  diame¬ 
ter  of  the  brim,  or  in  a  line  running  from  the  right  sacro-iliac 
synchondrosis  to  the  left  foramen  ovale.  In  the  living  subject, 
this  diameter — the  right  oblique — is  the  longest.  The  child’s 
head  is  of  an  ovoid  form,  and,  consequently,  has  a  long  and  short 
diameter  ;  and  the  longest  diameter  of  the  child’s  head  is,  as  an 
almost  invariable  rule,  found  placed  by  nature  in  this,  the  longest 
diameter  of  the  brim  of  the  mother’s  pelvis,  in  order  that  it  may 
pass  through  it  with  the  least  possible  degree  of  obstruction,  and, 
consequently,  with  the  least  possible  degree  of  difficulty  and 
danger. 

In  considering,  therefore,  the  mechanism  of  normal  cranial  pre¬ 
sentations,  we  hold  it  as  an  important  and  established  principle, 
that  the  line  of  the  long  diameter  of  the  child’s  head  is,  on  entering 
the  pelvis,  placed  in  the  line  of  the  right  oblique  diameter  of  the 
brim  '  that,  at  the  commencement  of  labour,  it  is  comparatively 
seldom  parallel  with  the  line  of  the  shorter  or  left  oblique  diameter; 
and  that  still  more  rarely,  and,  in  fact,  only  when  the  pelvis  is  mis¬ 
shapen,  or  the  child  very  small,  is  it  ever  found  situated  in  the 
direction  of  the  conjugate  or  transverse  diameters. 

In  proof  of  this  somewhat  abstract  statement,  I  may  appeal  to 
the  table  of  cases  which  I  have  already  shown  you  as  the  result 
of  Dr  Barry’s  observations  ;  or  I  may  illustrate  my  remarks  by 
the  following  evidence  published  by  the  younger  Naegele,  with 
regard  to  the  ascertained  positions  of  the  head  in  3491  cranial 
presentations  observed  at  the  Heidelberg  Hospital,  from  1827  to 
1841. 

Table  showing  the  Positions  of  the  Head  in  3491  Cranial  Pre¬ 
sentations  at  the  Heidelberg  Lying-in  Hospital . 

I .  — Occipito- anterior  Positions. 

1.  Position;  or  occiput  to  left  foramen  ovale,  in  2262  cases. 

2.  Position  ;  or  occiput  to  right  foramen  ovale,  in  4  ,, 

II.  — Occipito -posterior  Positions. 

3.  Position  ;  or  occiput  to  right  sacro-iliac.  synchondrosis,  in  1217  cases. 

4.  Position  ;  or  occiput  to  left  sacro-iliac  synchondrosis,  in  8  „ 


Total,  3491 

In  none,  I  believe,  of  these  3491  cranial  presentations  was  the 
head  found  lying  in  the  transverse  or  conjugate  diameter  of  the 
brim  ;  in  12  only,  (viz.  in  the  4  cases  of  the  second  position, 
and  the  8  cases  of  the  fourth  position,)  was  it  found  placed  in 
tile  left  oblique  diameter  of  the  brim,  and  in  all  the  remaining 
3479  it  was  primarily  situated  in  the  right  oblique  diameter. 

To  prevent,  therefore,  unnecessary  complications  and  repeti¬ 
tions,  I  beg  you  to  observe  that  in  my  future  remarks  in  this  lec¬ 
ture  I  shall  leave  entirely  out  of  view  those  rare,  and,  from  their 
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rarity,  almost  anormal  cases  in  which  the  head  enters  the  brim  in 
the  left  oblique  diameter.  This  omission  will  simplify  our  sub¬ 
ject  for  us. 

Next,  observe  this  other  point, — either  end  of  the  axis  of  the 
long  diameter  of  the  foetal  head — that  is,  either  its  occiput  or 
forehead — may  be  placed  at  either  end  of  the  long  or  right  oblique 
diameter  of  the  brim  of  the  pelvis.  Most  frequently  we  find  the 
occipital  extremity  of  the  infant’s  head  placed  forwards,  or  situated 
at  the  anterior  extremity  of  the  right  oblique  diameter.  In  other 
words,  most  frequently  the  occiput  is  placed  behind  the  left  fora¬ 
men  ovale  ;  and  this  constitutes  the  first  position  of  most  authors 
who  use  a  numerical  nomenclature.  But  the  arrangement  is  some¬ 
times  exactly  reversed ;  that  is  to  say,  occasionally  the  frontal 
extremity  or  forehead  of  the  infant  is  placed  forwards  or  behind 
the  left  foramen  ovale,  and  consequently  the  occiput  is,  under  this 
cranial  position,  directed  backwards,  and  to  the  right  sacro-iliac 
synchondrosis.  To.  recapitulate  ; — in  this  last  variety  of  cranial 
position  (the  immediate  object  of  our  investigations),  the  long 
diameter  of  the  child’s  head  lies  as  usual  at  the  commencement  of 
labour,  parallel  with  the  left  oblique  diameter  of  the  brim,  but 
with  the  face  or  forehead,  instead  of  the  occiput,  placed  behind 
the  left  foramen  ovale ;  or  in  other  words,  pointing  forwards  to 
the  left  groin.  Dr  Hamilton  and  others  have  properly  stated, 
these  are  not  strictly  cases  of  presentations  of  the  forehead  “  to 
the  pubis,”  but  of  presentations  of  the  forehead  to  one  or  other 
groin.  And  I  have  already  shown  you  why  the  groin  to  which 
the  forehead  points  is  so  far  more  frequently  the  left  than  the 
right,  that,  for  the  present,  I  leave  the  latter  variety  out  of  con¬ 
sideration,  and  apply  my  subsequent  remarks  entirely  to  that 
cranial  position  in  which  the  forehead  points  to  the  left  foramen 
ovale  or  left  groin.  This  position  is  the  third  position  of  the 
head  in  the  two  tables  of  cases  which  I  have  already  shown  you. 

Having  premised  these  dry  but  necessary  details,  let  me  now 
solicit  your  special  attention  to  several  more  important  and 
practical  points  connected  with  the  clinical  history  of  this  import¬ 
ant  class  of  cases.  I  have  repeatedly  remarked  to  you,  that,  in 
its  theoretical  and  practical  results,  the  study  of  the  mechan¬ 
ism  of  labour  in  some  cranial  and  other  presentations  forms 
a  sad  satire  upon  the  general  accuracy  of  obstetric  observation. 
I  could  not  easily  adduce  a  better  clinical  example  of  this  remark 
than  the  whole  study  of  occipito-posterior  positions  of  the  head 
will  now  afford  us.  And  first,  let  us  inquire  when,  at  the  com¬ 
mencement  of  labour,  the  occiput  is  situated  posteriorly  in  pass¬ 
ing  through  the  brim  of  the  pelvis,  in  what  relative  position  does  it 
emerge  from  the  outlet  P  In  other  words,  in  occipito-posterior 
positions, 
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DOES  THE  OCCIPUT  MAINTAIN  THE  SAME  RELATIVE  POSITION  TO  THE 

BACK  OF  THE  PELVIS  IN  PASSING  THROUGH  THE  BRIM,  CAVITY, 

AND  OUTLET  ? 

In  most  of  your  text-books  you  will  find  this  question  answered 
in  the  affirmative.  For  instance,  Denman,  Merriman,  Blundell, 
Hamilton,  and  others,  allege,  that  in  the  natural  mechanism  of  this 
class  of  cases,  the  head  retains  throughout  the  same  position  rela¬ 
tively  to  the  parts  of  the  mother, — that  it  enters  the  brim  of  the 
pelvis,  passes  down  into  the  cavity,  and  makes  its  exit  through  the 
outlet,  in  the  same  position  ;  that  is,  with  the  forehead  or  face  al¬ 
ways  directed  anteriorly,  and  consequently  the  occiput  always 
pointing  posteriorly.  Long  ago,  Solayres  showed  distinctly  that 
this  was  by  no  means  the  common  and  natural  course  of  events  in 
instances  of  this  presentation,  but  his  observations  were  unattended 
to.  Since  Naegele,  however,  wrote  his  admirable  essay  on  the  Me¬ 
chanism  of  Parturition,  the  whole  subject  has  been  much  more  stu¬ 
died;  and  we  now  know,  from  abundant  and  accumulated  evidence, 
that  the  ideas  generally  held  with  regard  to  the  mode  in  which 
labour  proceeds  in  occipito-posterior  positions  are  quite  incorrect. 
For  it  has  been  ascertained,  beyond  the  possibility  of  doubt  and 
cavil,  (and  you  shall  have  constant  opportunities  of  confirming  it 
by  your  own  observations),  that  in  almost  all  cases  in  which  the 
occiput  is  originally  placed  posteriorly,  the  head,  upon  descend¬ 
ing  down  upon  the  floor  of  the  pelvis,  so  far  changes  its  position 
as  to  rotate  round,  so  that  at  last  the  occiput,  and  not  the  fore¬ 
head,  emerges  anteriorly  under  the  arch  of  the  pubis;  and  conse¬ 
quently,  the  face,  which  looked  forwafds,  or  towards  the  pubis  at 
the  commencement  of  labour,  is  turned  backwards  towards  the 
sacrum  or  perineum  at  the  conclusion  of  it.  In  short,  in  refer¬ 
ence  to  cranial  presentations,  we  may  lay  it  down  as  a  general 
law ,  admitting  of  few  and  occasional  exceptions  only,  that  in  what¬ 
ever  position  the  head  is  found  entering  the  brim,  whether  with  the 
occiput  directed  anteriorly,  or  directed  posteriorly,  it  will  ulti¬ 
mately  pass  through  the  outlet  and  vulva  with  the  occiput  placed 
under  the  arch  of  the  pubis,  and  the  forehead  and  face  gliding  over 
the  perineum.  When  the  forehead  is  primarily  situated  behind  the 
left  foramen  ovale,  as  occurs  in  the  cases  forming  the  subject  of 
my  remarks, — the  head  in  passing  through  the  lower  pelvic  aper¬ 
tures,  rotates  to  the  left  and  backwards  a  quarter  of  a  circle,  and 
at  last  comes  out  at  a  position  at  right  angles  to  that  in  which  it 
entered ; — the  occiput  which  was  originally  placed  opposite  the 
right  sacro-iliac  synchondrosis,  rotates  to  the  right  and  forwards  in 
a  corresponding  degree  so  as  to  be  placed  opposite  the  foramen 
"  ovale-  of  the  same  side,  and  emerges  under  the  arch  of  the  pubis  ; 
and  the  long  diameter  of  the  infant’s  head  instead  of  remaining 
parallel  with  the  right  oblique  diameter  of  the  pelvis,  is  latterly 
born  in  parallelism  with  the  left  oblique  diameter  of  the  outlet. 
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But  what  evidence  have  we  of  the  actual  occurrence  of  this  cu¬ 
rious  change  in  the  relative  positions  of  the  occiput  and  forehead 
at  the  brim  and  outlet  ?  I  shall  state  to  you  the  principal 

PROOFS  OF  THE  ROTATION  OF  THE  OCCIPUT  FROM  THE  POSTERIOR  TO 
THE  ANTERIOR  PART  OF  THE  PELVIS. 

1.  You  may  have  constant  opportunities  of  proving  to  your¬ 
selves  the  occurrence  of  the  rotation  in  occipito-posterior  positions 
by  observations  of  this  kind.  Keep  your  forefinger,  in  such  a 
case,  steadily  upon  the  anterior  fontanelle  during  the  whole  pas¬ 
sage  of  the  head  down  into  the  cavity,  and  through  the  outlet  of 
the  pelvis — and  each  of  you  will  by  this  form  of  direct  and  per¬ 
sonal  observation  upon  the  living  subject,  readily  convince  your¬ 
self  that  the  forehead  of  the  infant  does  rotate  round  from  the 
anterior  to  the  posterior  segment  of  the  pelvis  when  the  head  is 
about  to  pass  through  the  vulva, — or  that  it  makes  a  rotation  from 
the  left  foramen  ovale  round  to  the  left  sacro-iliac  synchondrosis. 
The  evidence  amounts  to  this — you  can  actually  feel  the  rotation 
take  place. 

2.  Experiments  made  by  pressing  a  dead  child,  placed  in  an 
occipito-posterior  position,  through  the  pelvis  of  a  dead  mother, 
give  the  same  result.  In  this  experiment,  which  I  have  tried  in 
several  instances,  we  can  see  the  head  placed  in  the  brim  of  the 
pelvis  in  one  position,  viz.  with  the  occiput  directed  posteriorly, 
emerge  from  the  outlet  in  another  position,  viz.  with  the  occiput 
directed  anteriorly.  This  experiment  will  even  so  far  succeed  with 
the  dried  foetal  skull  and*  the  dried  pelvic  bones,  provided  you 
select  a  skull  and  pelvis  adapted  in  size  to  each  other,  and  apply 
the  impelling  force  in  a  proper  direction.  Thus  [ showing  the  ex¬ 
periment^  this  foetal  skull  cannot,  for  want  of  space  and  adaption, 
be  forced  through  the  outlet  of  this  pelvis  in  an  occipito-posterior 
position — but  as  soon  as  the  occiput  turns  forwards,  it  not  only 
passes  easily,  but  even  admits  in  addition  of  one  or  two  fingers 
passing  out  along  with  it. 

3.  I  have  had  occasion  to  show  to  you  more  than  once  at  the 
Hospital,  that,  in  natural  or  artificial  footling  cases  when  the 
toes,  abdomen,  and  face  point,  as  they  sometimes  do,  anteriorly — 
the  child  rotates  round  in  the  course  of  its  expulsion,  and  at  last 
is  born  with  the  toes,  abdomen,  and  face  pointing  posteriorly. 
The  rotation  is  of  the  same  extent  and  nature  as  the  rotation  of 
the  head  itself  in  occipito-posterior  positions — but  in  these  foot¬ 
ling  eases  we  have  actual  visual  evidence  of  the  turning, — an  ob¬ 
servation  which,  in  the  living  subject,  cannot  of  course  be  made 
in  the  corresponding  cranial  positions. 

But  in  a  few  cases,  the  head  in  occipito-posterior  positions,  may 
be  observed  by  you  to  pass  out  with  the  occiput  still  placed  pos¬ 
teriorly.  In  other  words,  you  will  from  time  to  time  see 
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EXCEPTIONS  TO  THE  GENERAL  RULE  OF  THE  ROTATION  OF  THE 

OCCIPUT  FORWARDS. 

Out  of  76  cases  of  occipito-anterior  positions,  carefully  watched 
by  Dr  Barry  at  the  Edinburgh  Maternity  Hospital,  within  the  last 
year,  in  74  the  occiput  turned  forwards  and  emerged  from  under 

the  arch  of  the  pubis  ;  and  in  2  the  occiput  retained  its  primary 

posterior  position,  so  that  the  forehead  at  last  passed  out  under 

the  arch  of  the  pubis.  In  96  cases  noted  by  Naegele,  he  found 

the  head  to  rotate  as  I  have  described  in  93  ;  and  in  the  remain¬ 
ing  3,  no  rotation  occurred.  These  important  facts  may  perhaps 
be  expressed  more  strongly  in  a  tabular  form  thus  : — 


Proportion  of  occipito-posterior  positions  in  which  the  occiput 
ultimately  passed  through  the  vulva  anteriorly  or  posteriorly. 


Total  cases. 

Heidelberg  Hospital,  96 
Edinburgh  Hospital,  76 


Occiput  at  last 
posterior. 

in  3 
in  2 


Occiput  at  last 
anterior. 

in  93 
in  74 


The  exceptions  to  the  rotation  occur,  therefore,  not  more  fre¬ 
quently  than  once  in  thirty  cases; — and  further  in  the  exceptional 
instances  you  will  generally  find  either  the  head  of  the  infant  un¬ 
usually  small,  or  the  pelvis  of  the  mother  unusually  large.  Yet, 
as  I  have  already  stated,  almost  all  obstetric  authors  describe  the 
exception  as  the  rule — and  the  rule  as  the  exception. — Now, 


BY  WHAT  POWERS  OR  MECHANISM  IS  THE  ROTATION  EFFECTED  ? 

That  the  rotation  of  the  head  in  labour  is  not  produced  by  vital 
actions  on  the  part  of  either  the  infant  or  the  pelvic  canals,  is 
demonstrated  by  this  one  simple  fact — that  (as  I  have  already 
stated  to  you),  the  rotation  may  be  seen  to  occur  when,  in  imita¬ 
tion  of  labour,  the  experiment  is  tried  of  forcing  the  body  of  a 
dead  infant  through  the  pelvic  canals  of  a  dead  mother.  Here, 
as  during  life,  the  rotation  of  the  foetal  head  upon  the  floor  of  the 
pelvis  is,  on  a  contracted  scale,  like  that  of  the  spindle  of  a  screw 
upon  a  nut,  provided  with  one  half  of  a  single  or  broken  thread. 
If  relatively  the  spindle  is  too  small,  or  the  nut  too  large,  the 
former  may  pass  through  the  cavity  of  the  latter  without  any  ro¬ 
tation — as  in  the  exceptional  cases  just  now  alluded  to; — but  if 
they  are  properly  adapted  in  size  to  each  other,  the  spindle  can 
only  make  its  transit  by  its  helix  rotating  upon  the  inclined  plane 
of  the  corresponding  helix  of  the  imperfect  nut. 

Further,  it  appears  to  me  that  very  incorrect  and  erroneous  opi¬ 
nions  are  generallyheld  by  obstetric  authorities  as  to  the  mechanism 
of  thepartial  rotation  of  thehead  in  occipito-posterior  positions,  and 
at  the  same  time  I  am  inclined  to  look  upon  it  as  a  physical  problem 
of  no  very  difficult  solution.  In  order  that  you  may  understand 
the  explanation  of  it  which  I  have  to  propose  to  you,  it  is  neces- 
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sary  to  hold  in  view  the  following  axioms : — 1.  that  the  impelling 
power  of  the  uterus  is  transmitted  to  the  head  of  the  infant  along 
the  line  of  the  spine ;  2.  that  the  spine  is  articulated  to  the  head 
nearer  the  occiput  than  the  chin,  and  consequently  (more  espe¬ 
cially  after  the  flexion  of  the  chin  upon  the  breast)  the  expulsive 
force  of  the  uterus  bears  most  strongly  and  directly  upon  the  oc¬ 
cipital  region  ;  and,  3.  that  the  mobility  of  the  smooth  and  lu¬ 
bricated  surface  of  the  foetus  upon  the  smooth  and  lubricated  sur¬ 
face  of  the  uterine  and  vaginal  cavities  is  such,  that  if  the  occiput 
is  forced  to  rotate  in  any  degree,  the  occiput  will,  in  turn,  pro¬ 
duce  a  secondary  but  corresponding  rotation  upon  the  forehead 
and  other  parts  of  the  infant’s  head,  and  consequently  upon  the 
body  also,  unless  it  happen  to  be  morbidly  and  tonically  grasped 
by  the  uterus,  which  is  rare.  Observe  one  point  more — the  di¬ 
rection  in  which  the  power  of  the  contracting  uterus  first  impels 
the  body  and  head  of  the  child,  is  in  the  line  of  the  axis  of  the 
brim  of  the  pelvis, — that  imaginary  line  which  is  usually  represent¬ 
ed  as  running  from  the  umbilicus  to  the  lowest  point  of  the  sacrum. 
In  the  common  occipito-posterior  position,  the  impelling  power 
of  the  uterus  thus  forces  the  right  side  of  the  occiput  (for  the 
head  is  placed  obliquely)  against  the  concave  floor  of  the  pelvis, 
and  its  further  progress  downwards  and  backwards  in  that  direc¬ 
tion,  is  arrested  by  the  resisting  structures  of  that  floor.  This 
occiput  is  thus  submitted  to  two  forces  meeting  at  an  obtuse 
angle,  viz.  to  the  impelling  power  of  the  uterus  from  above,  and 
to  the  resisting  power  of  the  pelvic  floor  from  below — and  these 
two  powers  act  upon  it  with  similar  force — physical  action,  and 
reaction  being  always  equal.  The  necessary  result  is,  that  the 
part  acted  upon,  viz.  the  occiput  moves  forward  and  to  the  right  with 
a  screw-like  movement — -sometimes  rapidly, — sometimes  slowly, 
and  in  a  line  diagonal  to  the  lines  of  the  forces  acting  upon  it — 
exactly  as  if  it  were  impelled  by  a  single  force.  Or,  as  mathema¬ 
ticians  express  it,  it  moves  in  a  line  diagonal  to  a  parallelogram, 
two  of  the  sides  of  which  are  formed  bv  the  lines  of  the  two  ex- 

ml 

isting  forces.  The  diagonal  or  resultant  line  of  motion  of  the  oc¬ 
ciput,  at  this  point  in  the  labour,  is  in  a  line  running  anteriorly 
in  the  direction  of  the  axis  of  the  outlet,  and  the  movement  of 
the  occiput  forwards  in  this  direction  is  further  greatly  promoted 
and  facilitated  by  this  being  at  the  same  time,  the  direction  in 
which  it  encounters  incomparably  the  least  resistance  to  its  fur¬ 
ther  progress. 

What  part  of  the  floor  of  the  pelvis  serves  as  the  resisting  plane 
upon,  and  by  the  aid  of  which,  the  occiput  is  thus  made  to  rotate 
forwards  P — In  some — any,  and  in  others,  apparently  every  succes¬ 
sive  portion  of  the  concavity  of  the  floor  of  the  pelvis  seems  to 
serve  this  purpose.  But  the  spines  of  the  ischia  contribute  far  less 
than  is  generally  believed.  I  have  repeatedly  observed  the  rota¬ 
tion,  when,  in  fact,  the  occiput  was  so  low  as  to  be  beyond  the  in- 
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fltience  of  the  bones  and  ligaments,  and  where  the  required  resist¬ 
ance  was  apparently  afforded  by  the  soft  tissues  alone — as  in  the 
very  last  throes  of  labour.  And  I  have  seen  the  concavity  formed 
by  the  prolapsed  posterior  lip  of  the  uterus  serve  the  same  pur¬ 
pose  before  the  head  could  be  much  or  at  all  influenced  by  the 
counterpressure  of  the  pelvic  floor.  Generally,  however,  the  rota¬ 
tion  occurs  on  the  concavity  of  the  floor  of  the  pelvis  itself; _ and 

I  consider  it  of  great  moment  that  you  should  particularly  note 
this  fact,  as  demonstrating  that  if  we  tried  to  turn  the  head  as 
some  recommend,  whilst  it  is  still  high  in  the  pelvis,  we  do'not 
imitate- the  mechanism  of  nature  in  this  position,  but  so  far  act 
in  direct  opposition  to  the  laws  with  which  she  has  regulated  this 
mechanism. 

The  best  evidence  which  I  can  offer  you  of  the  correctness  of 
that  explanation  of  the  rotation  which  I  have  stated,  is  afforded 
by  this  sufficiently  rude  and  simple  experiment.  Place  a  full- 
sized  infant's  skull  in  the  common  occipito-posterior  position,  and 
try  to  force  it  through  the  outlet  of  a  well- formed  bony  pelvis, 
in  which  the  counterpressure  of  the  soft  parts  is/ for  the  time 
being,  imitated  by  the  application  of  your  hand  placed,  as  it  were, 
so  as  to  form  a  continuation  of  the  concavity  of  the  sacrum.  Applv 
the  requisite  impelling  force  to  the  foetal  skull  by  passing  a 
wooden  or  metallic  rod  through  the  foramen  ovale,  so  that  the 
sum  of  the  momentum  employed,  be,  as  it  is  in  nature,  directed 
to  the  occiput.  The  occiput  will  become  thrown  forwards  under 
the  pressure  acting  upon  it  from  above,  and  the  counterpressure 
acting  upon  it  from  below. — No  obstetric  author  has,  as  far  as  I 
am  aware,  shown  what  I  have  attempted  to  point  out  to  you,  that 
it  is  the  movement  of  the  occiput  that  we  are  to  study  in  this 
position,  as  being  that  part,  the  movement  of  which  regulates  the 
whole.  .  We  must  leave  the  forehead  out  of  the  question  of  the 
mechanism  of  the  rotation,  as  its  motions  are  secondary  and  en¬ 
tirely  the  result  of  those  of  the  occiput.  And,  without  holdino* 
these  facts  in  view,  it  will,  I  believe,  be  found  difficult  or  impost 
sible  to  give  a  rational  explanation  of  the  phenomena. 

But  let  us  pass  on  to  another  and  less  difficult  inquiry,  viz. _ 

ARE  OCCIPITO-POSTERIOR  POSITIONS  OF  THE  HEAD  FREQUENTLY  MET 

WITH  IN  PRACTICE  ? 

In  former  times,  and  up,  indeed,  to  the  present  day,  this  posi¬ 
tion  has  been  generally  represented  as  exceedingly  rare.  Thus 
Dr  Clarke,  of  London,  in  a  special  essay  on  the  “  management  of 
cases  in  which  the  face  of  the  child  presents  to  the  os  pubis,”  al¬ 
most  congratulates  himself  upon  having  had  the  good  fortune  to 
observe  14  cases  in  the  course  of  several  years  of  his  very  exten¬ 
sive  practice.  A  few  years  ago,  Wigan  dj  of  Hamburgh,  who  is 
said  to  have  seen  more  midwifery  than  almost  any  other  European 
accoucheur,  states  that  he  had  only  met  with  six  or  seven  cases. 
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Dr  Collins  has  recorded  12  cases  as  having  occurred  from  1825 
to  1832,  out  of  16,000  deliveries  in  the  Dublin  Lying-in  Hos¬ 
pital. 

In  contradistinction  to  the  preceding  statements,  I  beg  to 
observe  that,  so  far  from  seeing  such  cases  rarely  and  at  long 
intervals,  I  find  that  in  one  out  of  every  three  or  four  cases, 
among  my  private  patients,  I  meet  with  this  position  of  the 
head,  or  with  the  forehead  looking  forwards  to  the  left  foramen 
ovale,  or  left  groin.  It  is  so  very  frequent,  that  I  have  repeatedly 
seen  two  or  three  of  it  occur  in  succession.  Among  the  patients 
of  the  Maternity  Hospital,  you  will  find  this  position  as  frequent 
as  I  have  just  stated  it  to  be.  And  Dr  Barry's  results,  as  to  the 
frequency  with  which  this  position  was  observed  among  the  pa¬ 
tients  here,  contrasts  strangely  with  the  frequency  with  which  the 
same  position  was  observed  among  the  patients  of  the  Dublin 
Lying-in  Hospital  as  given  by  Dr  Collins  in  his  invaluable  Report. 
The  difference  may  be  correctly  expressed  as  follows  : — 


Absolute  number  and  proportion  of  Occipito-posterior  Positions 
in  the  Dublin  and  Edinburgh  Hospitals. 


Total  Head 
Presentations. 

Dublin  Hospital,  1  6,041 
Edinburgh  Hospital,  335 


Occipito-posterior 

Positions. 


12 

78 


Proportion. 

or  1  in  1336 
or  1  in  4 


If  you  search  the  records  of  obstetric  statistics,  you  will  find 
an  infinite  discrepancy  upon  the  relative  proportion  in  which  this 
class  of  cases  was  noted  by  different  observers.  The  following 
table,  illustrative  of  this  point,  requires  no  comment : — 


Frequency  of  Presentations  of  the  Face  to  the  Pubis ,  or  of  Oc¬ 
cipito-posterior  Positions ,  as  given  by  different  Practitioners. 


Collins  reports  them  as 

1 

in 

every  1336 

labours. 

Bland 

55 

1 

in 

—  374 

55 

Baudelocque 

55 

1 

in 

—  346 

5* 

Lachapelle 

55 

1 

in 

—  171 

55 

Cusack 

55 

1 

in 

—  151 

■r~ 

55 

Maunsell 

51 

1 

in 

—  121 

5  % 

Merriman 

55 

1 

in 

—  67 

/  7 

Lobstein 

55 

1 

in 

—  18 

7  7 

55 

Gregoire 

55 

1 

in 

—  14 

55 

Murphy 

55 

1 

in 

—  7 

55 

Villen  euve 

55 

1 

in 

—  7 

5  i 

Barry,  Joseph  Bell,  Rigby,  ' 

K 

• 

/  7 

ill 

Dubois,  Stoltz,  Naegele,  &c., 

r1 

m 

every  3  or 

4  labours. 

I  have  already  stated  that  my  own  experience  is  perfectly  in 
accordance  with  that  of  those  practitioners  whom  I  have  placed 
last  upon  the  preceding  list.  Indeed,  I  feel  the  most  certain  con- 
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viction  that  if  any  of  you  arrive  at  a  different  conclusion  when 
you  examine  cranial  presentations  upon  a  large  scale,  it  will  not 
be  from  the  facts  being  different,  but  from  you  interpreting  them 
differently.  And  do  not  attribute  your  results,  if  they  vary  from 
that  which  I  have  last  stated,  to  defective  powers  of  observation 
on  your  part,  but  rather  to  a  defective  use  of  those  powers  which 
you  do  possess. 

But  the  question  naturally  presents  itself,  how  has  it  happened 
that,  if  occipito-posterior  positions,  are  so  frequent,  they  should  be 
reported  and  represented  as  so  rare  by  various  authors.  The  so¬ 
lution  of  this  problem  is  easy  when  we  consider  the 

FALLACIES  COMMITTED  IN  JUDGING  OF  THE  POSITIONS  OF  THE  HEAD 

IN  LABOUR. 

Many  practitioners  report  merely  the  position  of  the  head  as 
it  is  observed  to  emerge  ultimately  from  the  outlet,  and  not  as  it 
may  be  found  higher  up  in  the  pelvis.  But  we  have  seen,  that  in 
occipito-posterior  positions  the  occiput  almost  always  rotates  for¬ 
wards,  before  it  passes  the  vulva.  Hence  one  enormous  source 
of  error.  For  all,  or  nearly  all  those  cases  which  were  originally 
occipito-posterior  positions  come  to  be  thus  inadvertently  re¬ 
ported  among  the  number  in  which  the  occiput  is  situated  ante¬ 
riorly. 

The  following  table  will  enable  you  to  understand  another  great 
and  common  source  of  fallacy.  In  constructing  and  explaining 
it,  I  use  the  numerical  nomenclature  of  positions  which  I  have 
employed  in  giving  Dr  Barry’s  observations  at  the  beginning  of 
the  Lecture  : — 


Relative  Proportion  of  the  four  most  common  Positions  of  the 
Head  given  by  different  Observers ,  and  calculated  to  a  stand¬ 
ard  o/*  1000  Cases  each. 


A. — Occiput  to  left  side  of 
Pelvis. 

Positions. 


B. — Occiput  to  right  side  of 
Pelvis. 

Positions. 


1st 

4  th. 

3d. 

2nd. 

Naegele, 

698 

3 

298 

1 

Dubois, 

702 

6 

259 

Q 

O 

Barry, 

763 

4 

228 

3 

Bell, 

750 

4 

240 

7 

Halmagrand, 

700 

4 

240 

50 

Murphy, 

632 

46 

161 

161 

Boivin, 

800 

5 

50 

190 

Lachapelle, 

770 

4 

70 

200 

Now,  in  examining  the  returns  collected  into  this  table,  you 
will  observe  that  all  agree  as  to  the  frequency  of  the  first  posi¬ 
tion  of  the  head,  or  that  in  which  the  occiput  is  directed  for- 
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wards  to  the  left  foramen  ovale ;  and  farther,  that  they  represent 
the  fourth,  or  that  in  which  the  occiput  is  directed  backward  to 
the  left  sacro-iliac  synchondrosis,  as  being  of  very  rare  occur¬ 
rence.  But  of  the  proportional  numbers  of  the  other  positions, 
namely,  those  in  which  the  occiput  looks  to  the  right ,  and  either 
anteriorly  or  posteriorly,  there  are  very  discordant  statements.  I 
shall  easily,  however,  be  able  to  show  you  how  to  reconcile  this 
difference. 

One  set  of  authors,  amongwhom  we  haveLachapelle  andBoivin, 
makes  the  second  position,  viz.  that  with  the  occiput  directed  for¬ 
ward  to  the  left  foramen  ovale,  common,  at  the  expense  of  the  third, 
or  that  with  the  occiput  directed  backwards  and  to  the  left  sacro¬ 
iliac  symphysis,  and  which  they  account  much  rarer.  The  others, 
among  whom  we  have  the  names  of  Naegele,  Dubois,  Barry,  and 
an  able  country  practitioner,  Mr  Bell  of  Barrhead,  give  a  contrary 
account,  for  they  correctly  describe  the  third  position  as  a  frequent 
primary  position,  and  the  second  as,  on  the  other  hand,  the  very 
reverse.  This  incongruity  arises  entirely  from  the  former  class 
of  authors,  not  adverting  to  the  fact,  that  the  second  position  is 
an  ulterior  stage  in  the  progress  of  cases  which  originally  belonged 
to  the  third.  And,  as  they  either  omitted  to  make  early  and 
careful  examinations,  or  preferred  trusting  entirely  to  observa¬ 
tions,  more  easily  made  in  a  later  period  of  the  labour,  so  we  are 
not  to  be  surprised  that  they  range  and  enumerate,  under  the 
second  position,  cases  which  ought  to  have  been  referred  to  the 
lists  of  the  third.  Every  careful  observer,  however,  who  takes 
the  pains  to  examine  early,  will  find  the  cases  of  the  third,  or 
common  occipito-anterior  position,  to  be  of  common  occurrence, 
while  the  second  position  may  be  almost  excluded  from  our 
accounts  of  the  mechanism  of  parturition,  unless  as  a  mere  stage 
in  the  course  of  the  other.  Probably,  one  of  the  most  fallacious 
of  all  marks,  and  yet  one  sometimes  relied  upon,  for  determining 
the  position  of  the  cranium  at  the  brim,  is  to  observe  the  direc¬ 
tion  of  the  face  after  the  head  has  passed  the  outlet.  It  is 
alleged,  that  if  the  face  turn,  during  the  passage  of  the  shoulder, 
to  the  mother’s  left  thigh,  it  marks  that  it  has  been  a  third  or 
occipito-posterior  position,  and  the  reverse  if  it  turns  to  the  right. 
But  such  a  criterion  would  constantly  lead  you  into  error.  For 
the  face  of  the  infant  sometimes  does  turn  to  the  right  after  it 
has  passed  the  outlet,  even  though  it  were  originally  an  occipito- 
posterior  position  ;  and,  in  fact,  you  will  often  find,  that  if  you 
abstain  from  all  interference  in  the  passage  of  the  body,  the  head 
will  occasionally  revolve  round  to  a  greater  or  less  extent,  so  that 
the  face  turns  more  or  less  anteriorly  in  correspondence  as  the 
body  turns  in  a  half  spiral  mode,  in  consequence  of  the  shoulders 
making  a  screw-like  motion  upon  the  floor  of  the  pelvic  canal, 
as  they  become  forced  down  upon  and  through  the  pelvic  and 
vaginal  outlet. 
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The  occipito-posterior  are  also  perhaps  frequently  confounded 
■with  occipito-anterior  positions  in  the  earlier  stages  of  the  labour, 
in  consequence  of  the  distinctive  marks  between  them  not  being 
attended  to  and  appreciated.  To  avoid  this  error,  let  us  next  then 
consider  the 

DIAGNOSIS  OF  CASES  IN  THE  OCCIPITO-ANTERIOR  POSITION,  OR  WITH 

THE  FOREHEAD  TO  THE  PUBIS.  , 

There  are  three  modes  by  which  we  may  arrive  at  a  diagnostic 
knowledge  of  the  usual  occipito-posterior  position  of  the  head 
with  the  forehead  behind  the  left  foramen  ovale,  viz.  1st,  the 
locality  of  the  foetal  movements  as  felt  by  the  mother ;  2d,  the 
situation  of  the  foetal  heart  as  determined  by  auscultation  ;  and 
3d,  the  tactile  examination  of  the  foetal  head  itself.  The  two 
first  may  afford  us  a  greater  or  less  degree  of  certainty  as  to  the 
position  of  the  head  before  labour  begins,  or  in  the  first  com¬ 
mencement  of  it  before  the  os  uteri  is  much  opened.  It  is  to  the 
third,  however,  that  we  principally  or  almost  solely  trust  as  our 
guide  after  labour  has  fully  set  in.  I  shall  offer  you  a  few  de¬ 
tails  regarding  each  of  these  signs. 

I.  The  movements  of  the  Foetus. — The  foetal  movements  are 
often  felt  by  the  mother  much  more  on  one  side  of  the  abdomen, 
than  on  the  other.  The  movements  which  she  feels,  are  prin¬ 
cipally  the  movements  of  the  hands  and  feet,  or  rather  the  extre¬ 
mities  of  the  infant.  Hence  the  side  of  the  uterus  on  which  they 
are  felt,  indicates  the  side  to  which  the  extremities,  abdomen,  and 
face  are  turned.  Consequently  the  back  and  occiput  of  the  child 
look  to  the  opposite  side.  Recollecting  then,  that  the  infant’s 
head  is  almost  always  placed  in  the  right  oblique  diameter  of  the 
brim,  we  may  feel  pretty  confident  that  the  occiput  is  placed  to 
the  right  and  anteriorly,  if  the  foetal  movements  are  principally  or 
only  felt  on  the  left  side ;  and,  on  the  other  hand,  that  the  occi¬ 
put  is  placed  to  the  left  and  posteriorly,  if  the  foetal  movements 
are  principally  or  only  felt  on  the  right  side.  The  degree  of 
distinctness  with  which  the  sensations  of  the  foetal  movements 
are  felt  by  the  mother,  confined  to  one  or  other  side,  will  prin¬ 
cipally  determine  the  degree  of  reliance  that  we  may,  in  indivi¬ 
dual  patients,  place  upon  this  sign.  Many  mothers,  however, 
are  not  aware  of  the  movements  being  greater  in  one  part  than 
another,  and  in  such  instances  we  must  depend  upon  other  aid. 

II.  The  sounds  of  the  Foetal  Heart. — When  using  the  steth¬ 
oscope,  the  foetal  heart  is  most  distinctly  heard  over  the  left 
scapular  region ;  and,  if  the  foetus  is  in  the  occipito-anterior 
position,  the  sounds  of  the  heart  will  be  heard  most  distinctly 
above  the  left  groin  of'  the  mother,  or  in  the  left  iliac  region.  If 
the  foetus  is  in  the  occipito-posterior  position,  or  with  the  face 
towards  the  pubis,  these  sounds  will  be  heard  most  distinctly,  on 
applying  the  stethoscope  to  the  right  iliac  region  of  the  mother. 
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Thus,  in  most  cranial  cases,  the  use  of  the  ear  gives  you  a  strong 
presumption  of  the  position,  by  marking  whether  it  be  placed 
with  the  occiput  anteriorly  and  to  the  left — or  posteriorly  and  to 
the  right. 

III.  The  tactile  examination  of  the  Child'1  s  Head. — Both  the 
signs  which  I  have  already  mentioned,  the  sensations  of  the  foetal 
movements,  and  the  seat  of  the  sounds  of  the  foetal  heart,  yield 
in  Vhlue  to  the  more  direct  and  more  certain  evidence  derived 
from  actually  feeling  and  touching  the  foetal  head  with  the  fin¬ 
gers  in  a  vaginal  examination.  When  the  finger  is  introduced, 
you  feel  the  sagittal  suture  of  the  infant’s  head  crossing  obliquely 
the  opening  of  the  os  uteri,  in  a  line  parallel  with  that  of  the 
right  oblique  diameter  of  the  pelvis.  Both  in  the  common  occi- 
pito-anterior,  and  common  occipito -posterior  position,  this  is 
the  direction  of  the  sagittal  suture — so  that  the  mere  direction  of 
the  suture  will  not  afford  you  a  distinctive  diagnostic  sign.  Run 
your  finger,  however,  along  the  suture  to  either  of  its  extremi¬ 
ties, — say  to  its  anterior  extremity,  which  is  generally  easily 
reached,  and  you  may  at  once  fully  determine  the  position  of  the 
head,  by  fully  determining  which  of  the  two  fontanelles  is  placed 
at  the  anterior  or  pubic  extremity  of  the  suture.  If  the  fonta- 
nelle  which  you  touch  in  this  situation  is  four-limbed  and  quad¬ 
rangular,  it  is  of  course  the  anterior  fontanelle,  and  necessarily 
shows  the  forehead  to  be  placed  anteriorly  ;  and  consequently  the 
occiput  must  be  directed  to  the  posterior  part  of  the  pelvis.  But 
always  be  perfectly  certain,  that  it  is  the  anterior  and  not  the 
posterior  fontanelle  which  you  are  touching,  that  is,  that  it  is  a 
space  or  bregma  quadrangular,  and  not  triangular  in  its  figure, 
and  formed  by  the  meeting  of  four,  and  not  of  three  sutures.  If 
you  are  not,  especially  in  early  practice — strongly  upon  your 
guard  in  relation  to  this  source  of  fallacy — you  will  be  exceed¬ 
ingly  liable  to  fall  into  error  on  the  point.  But  with  due  care 
and  caution,  you  may  readily  surmount  such  a  difficulty.  In  no 
case,  do  I  believe,  will  you  find  it  necessary  to  force  your  finger 
up  so  far  as  to  touch  the  ear  of  the  child,  as  some  authorities 
advise.  But  your  ear  may,  by  the  medium  of  the  stethoscope, 
add  to  the  certainty  of  the  tactile  diagnosis  by  ascertaining, 
in  the  mode  I  have  pointed  out,  the  exact  locality  of  the  foetal 
heart. 

One  subject  more  remains  for  our  consideration  in  reference  to 
cases  of  the  occipito-posterior  position  of  the  head,  viz.  their 

TREATMENT. 

Upon  this  subject,  let  me,  in  the  first  place,  state  to  you  this 
strong  and  important  fact, — in  not  one  of  Dr  Barry’s  77  cases, — 
and  in  not  one  of  the  other  2  or  300  cases  of  head  presentation, 
with  the  forehead  directed  forwards,  which  have  occurred  among 
the  patients  of  the  Maternity  Hospital  since  its  first  institution — 
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in  none,  (I  repeat,)  lias  any  kind  of  aid  or  interference  by  the 
hand,  or  forceps,  or  other  instrument  been  required  or  given.  In 
stating  this  as  the  result  of  our  observations  and  practices  here,  I 
state  what  I  believe  should  be  the  result  of  your  observations, 
and  the  line  of  your  practice,  in  your  future  professional  expe¬ 
rience.  In  a  vast  majority  of  occipito-anterior  positions  you 
require  to  offer  no  unusual  aid  or  interference.  In  exactly  the 
same  way,  in  a  vast  majority  of  occipito-posterior  positions — in 
99  out  of  the  100 — you  require  to  offer  no  unusual  aid  or  in¬ 
terference  of  any  kind  or  description  whatever.  You  must 
equally  look  upon  the  one  position  and  the  other  as  constituting  a 
perfectly  natural  labour — so  far  as  in  each  the  mode  and  mecha¬ 
nism  of  parturition  are  concerned. 

You  will  find,  however,  doctrines  and  practices  very  different 
from  this,  taught  in  regard  to  the  treatment  of  occipito-posterior 
positions  in  most  obstetric  works  and  text-books,  modern  as  well 
as  ancient.  For  very  many  advise  and  practice  interference  of  an 
active  character  in  all  such  cases  ; — and  then,  when  the  case  ends 
favourably,  as  it  generally  does,  they  unhesitatingly  ascribe  the 
result  solely  to  their  interference — forgetful  of  the  fact,  that  na¬ 
ture.  as  I  have  just  shown  you,  does  generally  conduct  the  me¬ 
chanism  of  the  labour  to  this  safe  termination — and  that  too, 
sometimes  in  opposition  to,  and  in  despite  of  the  supposed  assist¬ 
ance  of  art.  In  precisely  the  same  way,  in  many  of  those  diseases, 
the  natural  history  of  which  is,  that  they  will  terminate  favourably 
if  time  is  allowed,  and  quietude  and  proper  regiminal  means  be 
enforced, — many  practitioners  will  insist  on  inflicting  upon  their 
patients  a  continuous  system  of  drugging,  and  then  subsequently 
arrogate  entirely  the  patient’s  recovery  to  the  influence  of  their 
drugs,  allowing  nothing  to  where  every  thing  perhaps  is  due,  viz. 
the  curative  influence  of  nature  herself.  . 

In  the  treatment  of  occipito-posterior  positions,  the  mode  of 
interference  recommended  is  sometimes  most  active.  And  one 
class  of  practitioners  seem  to  believe  that  without  interference  na¬ 
ture  could  never,  by  her  own  unaided  mechanism  and  efforts,  bring 
a  case  of  this  kind  to  a  successful  termination. 

Thus,  a  few  years  ago,  Capuron  read  before  the  French  Aca¬ 
demy,  and  afterwards  published  in  the  Jonrnal  Hebdomadaire,  a 
paper  with  this  significant  title,  “  on  the  impossibility  of  natural 
delivery,  and  the  necessity  of  applying  the  forceps  in  occipito-pos¬ 
terior  positions  of  the  cranium.”  In  these  cases  Capuron  avers, 
that  unless  the  pelvis  be  unnaturally  large,  or  the  child  unnatu¬ 
rally  small — if  the  forceps  are  not  used  as  a  “  precaution,”  failure 
of  the  powers  of  the  mother,  pressure,  contusion,  and  inflammation 
of  the  intro-pelvic  organs  will  follow,  with  apoplexy  and  death  of 
the  infant.  He  attempts  to  prove  all  this  on  mathematical  and 
theoretical  grounds,  rather  than  on  the  results  of  observation 
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and  practice, — and  correctly  enough  shows,  by  various  admeasure¬ 
ments  and  arguments  that,  in  the  great  majority  of  cases,  the  head 
cannot  physically  pass  through,  the  pelvic  outlet  if  the  forehead  is 
placed  anteriorly; — but  he  seems  quite  unaware  of  the  other  all- 
important  fact,  that  in  exactly  this  great  majority  of  cases,  the  head 
is  rotated  round  by  the  natural  efforts,  so  that  the  forehead  is  ulti¬ 
mately  placed  posteriorly,  and  not  anteriorly,  and  passes  with 
perfect  facility. 

In  relation  to  the  supposed  indispensable  necessity  of  instru¬ 
ments  in  occipito-posterior  positions,  Puzos,  Bazignan,  and 
others,  have  published  opinions  more  or  less  similar  to  these  opi¬ 
nions  of  Capuron.  The  general  mass,  however,  of  obstetric  wri¬ 
ters  do  not  look  upon  artificial  aid  in  such  cases  as  entirely  indis¬ 
pensable.  But  many  seem  to  regard  it  as  useful  and  proper 
in  most  cases  of  the  kind,  and  have  advised  various  modes  of 
interference. 

When  you  detect  the  occipito-posterior  position  upon  the  break¬ 
ing  of  the  membranes,  you  are,  observes  Pugh,  “  to  lay  the  woman 
in  a  proper  posture,  turn,  and  extract  the  child  by  the  feet,  being 
the  best  and  safest  method  that  can  be  taken  ;  but  if  sent  for 
after  a  midwife,  who  perhaps  has  kept  the  patient  too  long,  that 
turning  is  impracticable,  then  you  must  have  recourse  to  the  curve 
forceps.' ”  Chapman  details  the  case  of  a  “  lady  of  distinction1'’ 
whom  he  delivered  by  turning,  in  consequence  of  the  forehead 
or  face  coming  towards  the  os  pubis.  Dr  Smellie,  in  the  first 
case  of  the  kind  which  he  details,  tells  us  he  first  tried  to  turn  the 
forehead  backwards,  then  attempted  to  bring  the  child  footling, 
but,  failing  in  this,  he  subsequently  applied  the  forceps  and  blunt 
hook.  In  the  latter  part  of  his  practice,  he  seems  to  have  trusted 
to  the  forceps  alone,  when  aicLwas  required,  and  rotated  the  head 
with  them.  He  details  one  case  where  he  turned  the  forehead 
backwards  with  his  fingers.  Exton  advises  interference  upon  this 
last  plan.  In  1800,  Dr  Clarke  of  London  published  a  paper  “  on 
the  management  of  cases  in  which  the  face  of  the  child  presents 
towards  the  os  pubis.11  He  speaks  of  the  cases  as  a  comparatively 
rare,11  “  at  tended  with  considerable  difficulty,11  and  as  having  had  no 
proper  means  suggested  for  their  special  treatment.  The  means, 
however,  which  he  proposed  and  practised  was  not  novel,  and  con¬ 
sisted  of  “  introducing  one  or  two  fingers  between  the  side  of  the 
head,  near  the  coronal  suture,  and  the  symphysis  pubis,  and  press¬ 
ing  steadily  against  the  parietal  or  frontal  during  the  labour  pains, 
till  the  forehead  is  pressed  backwards,  and  at  length  the  occiput 
is  brought  to  the  groin.11  “  I  have  now,  (he  states)  met  with  14 
cases,  in  13  of  which  the  practice  has  succeeded,  and  as  some 
years  have  elapsed  since  the  first  case,  I  think  myself  fully  autho¬ 
rised  in  recommending  this  method  to  be  always  pursued,  when 
the  face  is  found  in  the  situation  above  described.11 

From  what  I  have  stated  of  the  natural  mechanism  of  these 
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cases,  you  know  that  in  13  out  of  the  14  cases  of  which  Dr 
Clarke  speaks,  nature  would  have  herself  performed  the  rotation 
in  question,  and  that  too,  with  greatly  less  risk,  and  annoyance, 
and  pain  to  the  mother,  than  by  the  fingers  of  the  accoucheur 
thrust  up  between  the  head  and  pelvis,  and  at  the  same  time  less 
danger  to  the  child.  “  I  have  known,  (says  Dr  Merriman)  one 
instance  in  which  the  space  opened  between  the  pelvis  and  the 
child  s  head,  by  passing  the  finger  (as  Dr  Clarke  advised)  allowed 
the  funis  to  prolapse,  and  thus  destroyed  the  infant.” 

In  the  u  Practical  Observations  on  Midwifery”  which  Dr  Ha¬ 
milton  published  a  few  years  ago,  he  adopts  Dr  Clarke’s  practice 
in  this  set  of  cases,  though  criticizing  him,  in  so  far  that  he  pro- 
perly  points  out  the  forehead  to  lie  towards  one  or  other  groin,  and 
not  directly  forwards  to  the  pubis.  u  In  such  cases,  (Dr  Hamil¬ 
ton  remarks),  there  is  a  risk  that  the  face  be  turned  towards  the 
pubis,  if  the  practitioner  have  not  sufficient  intelligence  to  make 
strong  pressure  upon  the  brow,  which  is  generally  sufficient  in 
the  course  of  a  few  pains  to  turn  the  face  into  the  hollow  of  the 
sacrum.” 

Dr  Dewees,  in  his  valuable  work  on  midwifery,  declares,  that  he 
considers  that  u  man  incompetent  to  practice  midwifery,  who 
cannot  detect  and  change  this  position  of  the  head”  in  the  mode 
recommended  by  Baudelocque  and  Clarke.  His  countryman, 
Professor  Bedford  of  New  York,  in  writing  on  the  same  subject  in 
1844,  after  commenting  upon  nature  as  “  full  of  wisdom  and 
benevolence,  always  vigilant  and  prompt,  & c.”  proceeds  to  state, 
that  when  the  practitioner  u  arrives  at  the  bedside,  and  in  making 
a  vaginal  examination,  ascertains  that  the  occiput  is  at  one  of  the 
posterior  points  of  the  pelvis,  he  should,  as  soon  as  the  mouth  of 
the  womb  is  sufficiently  opened  to  admit  the  manipulation,  in¬ 
troduce  with  great  gentleness  and  caution,  his  hand,  and  place 
his  thumb  on  one  of  the  lateral  portions  of  the  head,  and  the  fingers 
on  the  other,  and  slowly  elevate  the  head,  at  the  same  time  bring¬ 
ing  the  occiput  to  one  of  the  anterior  points  of  the  pelvis,  either 
the  left  or  the  right  acetabulum ;  for  example,  if  the  occiput 
be  at  the  right  sacro-iliac  symphysis,  it  should  be  brought  to  the 
right  acetabulum,  if  at  the  left  sacro-iliac  symphysis,  to  the  left 
acetabulum.  When  this  change  has  been  effected,  nature  will 
usually  be  competent  to  accomplish  the  delivery,  and  the  foetus 
will  not  be  exposed  to  the  same  hazard  of  a  protracted  birth. 
Indeed,  if  the  change  be  not  made,  it  will  often  be  necessary  to 
resort  to  the  forceps  to  terminate  the  delivery ;  and  if  the 
labour  be  submitted  to  nature,  the  child  will  frequently  be 
sacrificed.” 

In  occipito-posterior  positions,  Dr  Bums  recommends,  like  Dr 
Bedford,  early  rectification  of  the  head.  a  As  (he  observes)  this 
presentation,  whichever  way  the  head  turn,  is  generally  produc¬ 
tive  of  a  labour  more  tedious  than  the  natural  one,  we  should  co- 
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operate  in  the  acceleration  of  the  process  of  turning  of  the  head. 
If  it  be  discovered  early,  it  is  certainly  proper  to  rupture  the 
membranes,  and  turn  the  vertex  round,  which  is  easily  accom¬ 
plished.11  Dr  Burns  further  advises  us,  that  “  if  this  opportunity 
be  lost,  we  may  still  give  efficient  assistance,11  by  Dr  Clarke's 
method  of  interference  ; — and  in  corroboration,  he  adds,  that  he 
has  been  himself  successful  in  thus  artificially  pushing  backwards 
the  forehead  in  cases  “  where  the  head  seemed  rather  to  be  turning 
with  the  vertex  towards  the  sacrum,  and  had  descended  so  low  as 
to  have  the  nose  on  a  line  with  the  arch  of  the  pubes.11  It  is  some¬ 
times  at  this  late  point  that  nature  turns  the  head  by  her  own 
efforts,  and  occasionally  during  the  course  of  a  single  pain.  And 
I  doubt  whether  Dr  Burns  does  not  here  ascribe  to  the  efforts  of 
art  what  belonged  to  the  efforts  of  nature. 

I  shall  cite  only  one  other  esteemed  modern  authority,  viz.  Dr 
Blundell  of  London.  Dr  Blundell's  rules  of  practice  in  occipito- 
posterior  positions  are  more  heroic  than  that  of  any  other  of  the 
writers  I  have  mentioned, — for  his  rules  embrace  one  and  all  of 
the  modes  of  active  interference  which  I  have  hitherto  named. 
His  observations  are  too  long  for  quotation  ;  but  he  tells  us  that 
“  when  the  case  is  indisputable,  the  dexterity  great,  and  the  cir¬ 
cumstances  are  conducive,  he  will  not  venture  to  assert  that  turn¬ 
ing  the  child  is  universally  unjustifiable  that  if  the  softer  parts 
are  lax,  the  pelvis  large,  & c.  rectification  of  the  position  of  the 
head  above  the  brim  may  be  justifiable  with  the  hand,  or  this 
may  be  subsequently  done  with  the  forceps,  44  remembering  that 
you  are  operating  upon  the  softer  sex  j’1  that  in  all  cases,  Dr 
Clarke's  method  recommends  itself  to  your  adoption  by  its  ease 
and  safety,  44  unless  turbulence  and  violence  unfit  you  for  the 
duties  of  an  accoucheur  U  that  in  the  majority  of  cases,  however, 
and  especially  if  yet  inexperienced  in  the  practice  of  midwifery, 
you  may  trust  with  confidence  to  the  natural  efforts ;  that  if  all 
these  methods,  and  nature  also  fail,  the  lever  or  forceps  might  be 
tried  44  with  tenderness  and  prudence  ;11  or  at  last  44  compelled  by 
an  inexorable  necessity  you  must  have  recourse  to  the  perforator.11 
44  Adhering  to  these  directions,  I  am  persuaded  (says  Dr  Blun¬ 
dell)  you  cannot  wander  far  from  the  correct  line  of  practice.11 

Strangely  enough,  Dr  Blundell  introduces  his  long  remarks 
upon  this  subject  with  the  following  pertinent  criticisms.  44  It  seems 
(he  observes)  that  where  the  face  throughout  the  labour  is  lying 
forward  on  the  symphysis  many  difficulties  are  occasioned.  What 
is  it  then  (he  asks)  that  the  accoucheur  can  do  in  order  to  dimi¬ 
nish,  surmount,  or  remove  them  ?  What  is  there  that  he  can  do 
with  prudence,  without  committing  the  unpardonable  sin  of  mid¬ 
wifery — the  sin  I  mean  of  those  obstetric  reprobates,  the  meddle¬ 
some,  and  the  pragmatic?11  And  he  closes  his  discussion  of  the 
treatment  in  the  following  words: — 44  Under  the  best  management, 
unless  you  can  rectify,  these  are  bad  cases,  for  bruising,  laceration, 
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and  sloughing  of  the  parts,  and  the  death  of  the  child,  are  to  be 
apprehended."”  I  leave  you  to  decide  upon  the  evidence  which 
I  have  already  laid  before  you,  whether  or  not  Dr  Blundell's 
own  criticisms  do  or  do  not  aptly  apply  to  Dr  Blundell's  own 
practice,  and  whether  the  child's  death,  and  that  44  bruising,  lace¬ 
ration,  and  sloughing,"”  of  the  maternal  parts  which  he  apprehends 
in  occipito-posterior  positions,  is  more  likely  to  be  the  result  of  the 
natural  mechanism  and  uninterfered  with  course  of  nature  in  such 
cases,  or  the  result  of  that  formidable  list  of  operative  procedures 
which  he  prescribes  in  this  form  of  labour, — and  which  list  includes, 
in  fact,  (according  to  his  own  enumeration,)  almost  every  obste¬ 
tric  operation  except  the  Sigaultian  and  Caesarean  sections. 

Let  us  now  pause  for  an  instant,  and  recapitulate  one  or  two 
of  the  principal  results  at  which  we  have  arrived  in  the  course  of 
the  preceding  inquiry.  We  have  found  many  estimable  authors 
considering  occipito-posterior  positions  to  be  exceedingly  rare ; 
I  have  shown  you  that,  on  the  other  hand,  they  are  exceedingly 
common.  They  are  generally  represented  as  maintaining  through¬ 
out  the  labour  their  original  position  with  the  forehead  anteriorly; 
I  have  pointed  out  to  you  that,  on  the  contrary,  in  twenty-nine 
out  of  thirty  cases,  the  forehead  rotates  round,  and  ultimately 
emerges  posteriorly.  Formerly  it  was  believed  that  this  internal 
rotation  of  the  head  was  never  performed  by  the  unaided  natural 
mechanism  ;  now  we  know  it  to  be  easily  accomplished  in  every, 
or  in  almost  every  case,  and  without  the  slightest  artificial  assist¬ 
ance  of  any  kind.  Many  excellent  authors  allege  that,  in  occi¬ 
pito-posterior  positions,  the  process  of  labour  as  a  whole  is  at¬ 
tended  with  unusual  difficulty  and  danger ;  but  we  have  seen  abun¬ 
dant  evidence  to  prove  that  this  is  a  most  ungrounded  fear,  and 
that  the  labour, — like  that  in  occipito-anterior  positions — belongs 
most  strictly  to  the  class  of  natural  labours.  And,  lastly,  we 
have  seen  no  small  variety  of  artificial  and  operative  measures 
more  or  less  strenuously  recommended  in  the  treatment  of  these 
cases  in  some  of  our  best  and  ablest  text-books  ;  but  on  consult¬ 
ing  the  text-book  of  nature,  we  have  further  found  that  the  pe¬ 
culiarities  of  cases  of  this  position  required,  in  the  way  of  artificial 
or  operative  aid — nothing — absolutely  nothing.  In  commenting 
upon  these  cases  elsewhere,  I  some  years  ago  observed  u  If  there  is 
any  truth  whatever  in  statistics,  we  venture  to  say,  from  the  data  we 
have  adduced,  that  such  cases  daily  occur,  and  pass  over  unobserved 
in  hundreds  of  instances  in  which  the  labour  is  supposed  to  be,  and 
no  doubt  is,  perfectly  natural."”  Occipito-posterior  positions  of 
the  head,  44  require,”  says  Naegele,  44  no  peculiarly  favourable 
circumstances,  but  these  species  of  labours  can  be  completed  by 
the  natural  powers  under  the  most  usual  proportions,  in  the  same 
time,  with  the  same  expense  of  strength,  and  without  greater  diffi¬ 
culty,  than  when  the  head  takes  the  more  common  position.” 
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Perhaps  these  remarks  of  Naegele  are  too  absolute  ;  for,  ill  occipi- 
to-posterior  positions,  the  occiput  requires  to  pass  in  its  transit, 
through  a  longer  and  more  curved  pelvic  line,*tlian  in  occipito-an- 
terior  positions  ;  consequently  in  the  Hospital  statistics,  drawn  up 
for  me  by  Dr  Barry,  occipito-posterior  positions  seem  on  the  whole 
to  require  a  somewhat  greater  length  of  time  than  occipito-ante- 
rioFpositions.  The  difference,  however,  is  so  inconsiderable  as 
not  to  invalidate  in  any,  the  slightest  degree,  what  I  have  already 
stated  regarding  the  perfect  safety  and  facility  with  which  unaided 
nature  is  capable  of  finishing  the  labour  in  this  common  class  of 
cases. 

But  supposing  that,  in  consequence  of  inertia  of  the  uterus,  or 
constitutional  exhaustion,  or  the  state  of  the  maternal  passages,  or 
size  of  the  head  of  the  infant,  or  any  other  of  those  causes  which 
sometimes  force  us  to  deliver  by  the  forceps  in  occipito-anterior 
positions,  we  were  necessitated  to  use  the  same  instrumental  aid 
in  an  occipito-posterior  position,  is  there  any  notable  difference  in 
the  mode  in  which  we  should  conduct  the  operation  in  the  latter 
case,  from  the  mode  in  which  we  should  conduct  it  in  the  former  ? 
I  believe  there  is,  in  one  respect,  an  important  difference,  and 
that  there  is 

ONE  SPECIAL  RULE  IN  DELIVERY  WITH  THE  FORCEPS  IN  OCCIPITO- 

POSTERIOR  POSITIONS. 

v  It  is  this.  In  occipito-posterior  positions  the  mechanism  of 
the  extraction  of  the  head  with  the  forceps ,  should  be  an  exact 
imitation  of  the  mechanism  of  the  expulsion  of  the  head  by  na¬ 
ture.  In  other  words,  I  am  strongly  convinced  that,  in  the  arti¬ 
ficial  extraction  of  the  head,  in  occipito-posterior  positions,  we 
should  make  the  forehead  rotate  backwards,  and  the  occiput  for¬ 
wards,  according  to  those  rules  which  we  have  seen  nature  follow¬ 
ing  under  the  same  conditions.  For  here,  as  elsewhere,  the  more 
perfectly  we  imitate  her  principles,  the  more  perfect  will  our  own 
practice  be.  If  the  infant’s  head  is  of  such  a  size  as  to  pass  with 
comparative  facility  through  the  maternal  pelvis,  we  may,  after 
seizing  the  head,  forcibly  pull  it  down  and  extract  it  in  the  posi¬ 
tion  in  which  it  was  originally  placed,  namely,  with  the  forehead 
still  looking  anteriorly.  But  if  the  head  and  pelvis  are  more  ac¬ 
curately  fitted  in  size  to  each  other,  such  efforts  will  be  fruitless, 
unless  at  the  expense  of  great  and  unnecessary  bruising  and  com¬ 
pression  of  either  the  mother,  or  infant,  or  both.  Almost  all  au¬ 
thorities,  however,  in  midwifery,  seem  to  recommend  and  practise 
this  direct  traction.  But  the  principle  of  the  practice  amounts 
to  this, — it  is  as  if  (reverting  to  a  previous  simile)  we  attempted 
to  push  or  pull  forcibly  the  spindle  of  a  screw  through  its  corres¬ 
ponding  nut,  in  a  direct  and  straight  line,  instead  of  effecting 
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the  same  object  with  far  more  ease  and  simplicity,  by  revolving 
the  former  upon  and  within  the  latter.  I  have  now  happened  to 
be  called  to  several  cases  of  occipito-posterior  positions,  in  which 
the  forceps  had  been  applied  with  the  greatest  adroitness  and  dex¬ 
terity  ;  where,  subsequently,  every  allowable  degree  of  force  had 
been  employed,  but  employed  in  vain,  to  pull  forth  the  head  in 
its  original  position,  with  the  forehead  directed  anteriorly  ;  and 
where  I  have  succeeded,  with  a  tithe  of  the  power  previously  used, 
by  adding  to  the  requisite  act  of  extraction  a  simultaneous  act  of 
rotation  of  the  head,  so  as  to  turn  the  occiput  anteriorly,  and  to 
the  right,  and  the  forehead  posteriorly,  and  to  the  left. 

Indeed,  I  sincerely  believe,  that  such  cases  as  those  I  have  just 
spoken  of,  are  not  un frequently  regarded  as  unfit  and  improper 
.  cases  for  the  forceps, — and  that,  as  a  consequence,  the  child's  head 
is  opened  and  broken  down  by  embryulcia, — merely  because  the 
forceps  have  failed  from  the  position  of  the  head  having  been  un¬ 
attended  to,  or,  if  attended  to,  from  the  forceps  not  having  been 
employed  in  a  proper  manner,  in  the  attempts  at  delivery  made 
with  that  instrument.  An  obstetric  friend  told  me  that  some 
years  since  he  received  from  nature  a  most  instructive  lesson  upon 
this  point.  He  had  fixed  a  pair  of  curved  forceps  upon  a  head 
lying  in  an  occipito-posterior  position,  and  ineffectually  pulled  at 
it  in  that  position,  till  he  was  afraid  to  pull  more.  He  was  resting 
for  a  pain  or  two,  cogitating  what  step  he  should  take  next — and 
whether  he  should  perforate  the  infant's  head,  or  not — when  a  very 
strong  uterine  contraction  came  on.  During  the  contraction,  the 
handles  of  the  forceps  were  wheeled  round  in  his  hand,  and  the 
head  was  expelled,  with  the  occiput  under  the  arch  of  the  pubes, 
and  the  concavity  of  his  forceps  turned  towards  the  concavity  of 
the  sacrum.  Nature  thus  strongly  preached  to  him  how  he  should 
have  acted  in  order  to  assist  her. 

Dr  Smellie  knew  the  propriety  of  rotating  as  well  as  extracting 
the  head  in  these  cases.  He  tells  us,  that  in  1745  he  applied 
the  forceps  in  a  case  in  which  the  large  fontanelle  was  at  44  the 
left  groin."  Under  the  efforts  which  he  made  at  direct  traction, 
and  so  as  to  bring  the  forehead  out  anteriorly,  the  instrument 
slipped  off  three  times,  one  of  the  blades  giving  way.  He  was 
still  (he  continues,)  44  loth  to  destroy  the  child  by  opening  the 
head,"  or  to  apply  a  blunt  hook,  and  44  luckily  thought"  of  try¬ 
ing  the  forceps  again,  and  turning  the  forehead  backwards  into 
the  hollow  of  the  sacrum — and  by  this  last  plan  he  safely  de¬ 
livered  the  infant.  44  This  method  (he  ingenuously  adds,)  suc¬ 
ceeding  so  well,  gave  me  great  joy,  and  was  the  first  hint,  in 
consequence  of  which  I  deviated  from  the  common  method  of 
pulling  forcibly  along,  and  fixing  the  forceps  at  random  upon  the 
head.  My  eyes  were  now  opened  to  a  new  field  of  improvement, 
on  the  method  of  using  the  forceps  in  this  position,  [the  occipito- 
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posterior]  as  well  as  in  all  others  that  happen  when  the  head 
presents.11 

Unfortunately,  Smellie's  observations  on  this  point  appear  to 
have  been,  in  general,  completely  overlooked  by  his  various  pupils 
and  followers.  Wallace  Johnson,  Denman,  Hamilton,  Rams- 
botham,  Davis,  &c. — tell  us  to  extract  the  head  with  the  fore¬ 
head  directed  anteriorly,  and  passing  under  the  arch  of  the  pubes. 
They  seem  all  afraid  that  if  we  acted  otherwise,  and  rotated  (as  I 
believe  we  should  do) — the  forehead  backwards  from  the  left  fora¬ 
men  ovale  to  the  left  sacro-iliac  synchondrosis,  we  would  produce  a 
violent  and  dangerous  twisting  of  the  neck  of  the  infant.  We  have 
seen,  however,  that  in  29  out  of  every  30  such  cases,  nature  pro¬ 
duces  exactly  this  same  rotation  of  the  head  in  this  same  class 
of  cases,  and  without  any  risk  or  danger  whatever  to  the  neck  of 
the  child.  But  in  order  that  our  mechanism  should  be  equally 
safe  with  hers,  we  must  imitate  nature  in  the  process  as  nearly  as 
possible,  and  only  turn,  or  attempt  to  turn,  the  head  after  it  has 
already  reached  the  pelvic  floor — never  when  higher, — and  only 
during  a  pain,  when  the  trunk  and  head  are  compressed  together 
by  the  uterine  contraction  into,  as  it  were,  one  mass,  so  that  the 
body  readily  follows  the  movements  of  the  head.  The  highest 
authorities  also  in  the  Continental  schools,  seem  to  have  similar 
fears  regarding  the  rotation,  and  lay  down  the  same  plan  of  ex¬ 
tracting  the  head  in  the  position  in  which  it  is  already  placed,  viz. 
with  the  occiput  posteriorly.  Even  those  obstetricians  who  know 
most  perfectly  the  natural  mechanism  in  such  cases,  totally  dis¬ 
regard  and  deviate  from  that  mechanism  in  their  own  instrumen¬ 
tal  procedures.  Thus,  Naegele  himself  advises  us  to  bring  out 
the  forehead  anteriorly,  when  we  use  the  forceps  in  occipito-pos- 
terior  positions  of  the  head.  But  then,  in  explanation  of  this  ap¬ 
parent  inconsistency,  we  must  remember  that  the  different  varie¬ 
ties  of  Levret's  forceps,  used  by  Naegele,  and  most  other  Conti¬ 
nental  practitioners,  are  so  large  and  curved  as  not  to  enable  us 
to  rotate  them  and  the  head,  after  they  are  applied,  without  the 
most  imminent  hazard  to  the  vaginal  structures  of  the  mother.  It 
is  in  occipito-posterior  positions — above  all  others — that  we  see 
the  superior  advantage  of  employing  a  straight  pair  of  short  for¬ 
ceps — such  as  those  of  Dr  Denman  or  Dr  Ziegler/.  They  enable 
us  to  rotate  the  head  easily  and  safely,  as  I  can  testify  to  you 
from  sufficient  experience.  If  we  employed  a  curved  pair  in  this 
position,  and  tried  to  turn  the  head  with  them,  we  would  be 
obliged  either  to  introduce  them  at  first,  or  extract  them  at  last, 
with  their  concavity,  instead  of  their  convexity  looking  back¬ 
wards — and  consequently  with  great  and  unnecessary  risk  of  con¬ 
tusion  and  laceration  of  the  soft  structures  of  the  mother,  from 
the  projecting  ends  and  sides  of  the  blades. 
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MIGHT  THE  VECTIS  BE  SUBSTITUTED  FOR  THE  FORCEPS  IN  OCCIPITO- 
POSTERIOR  POSITIONS  REQUIRING  INSTRUMENTAL  AID  P 

I  put  the  question  problematically,  and  must  answer  it  pro¬ 
blematically  too,  because  I  have  no  personal  experience  of  the  vec- 
tis.  At  the  present  day,  when  the  vectis  is  scarcely  used  by  a 
single  practitioner,  it  does  appear  to  us  strange  to  be  told,  as  we 
are  by  Dr  Denman,  that  by  many  of  those  men  who,  before  him, 
had  successively  enjoyed  “  the  chief  practice”  in  London,  the 
vectis  was  preferred  to  the  forceps,  and  that  several  of  his  most 
experienced  and  eminent  cotemporaries  were  of  the  same  opinion. 
Of  late,  I  have  sometimes  thought  that  if  useful  at  all,  the  vectis 
might  be  useful  in  occipito-posterior  positions,  when  such  cases 
happened,  from  any  cause,  to  require  instrumental  assistance.  In 
order  that  the  rotation  of  the  occiput  forwards  should  be  accom¬ 
plished  with  adequate  freedom,  I  have  shown  you  that  the  head 
must  be  flexed  upon  the  neck,  in  order  that  the  impelling  force 
sent  from  the  uterus  along  the  infant’s  spine,  may  act  in  a  proper 
line  upon  the  occipital  region  of  the  cranium.  Sometimes,  how¬ 
ever,  when  the  head  is  not  sufficiently  flexed,  and  the  occiput  and 
forehead  are  thus  placed  too  much  upon  the  same  plane,  (when 
they  reach  the  floor  of  the  pelvis),  the  momentum  of  the  action  of 
the  uterus  is  received  upon  the  middle  or  forepart  of  the  head,  and 
not  upon  the  occiput.  The  mechanism  of  the  labour  thus  comes 
to  be  preverted,  and  delay  and  danger  may  follow.  In  such  a 
complication,  three  alternatives  present  themselves  : — 1.  Rectifi¬ 
cation  of  the  position,  by  depressing  the  occiput,  or  raising  the 
forehead.  2.  Rotation  ;  and,  3.  Forcible  extraction  of  the  head. 
With  the  straight  forceps  we  may  fulfil  the  two  last  objects — 
rotation  and  traction — but  with  that  instrument  we  have  no  power 
of  affecting  the  first,  or  rectification. 

On  the  other  hand,  the  lever  or  vectis,  introduced  over  the  left 
mastoid  or  occipital  region  of  the  infant’s  head,  would  enable  us  to 
fulfil  all  the  three  indications,  that  is,  rectifying  the  position,  rota¬ 
ting  the  head,  and  probably  applying  any  sufficient  degree  of  further 
extractive  force  that  might  be  required.  In  most  cases,  the  rec¬ 
tification  and  rotation — one  or  both — are  the  only  conditions  that 
are  required  under  such  circumstances,  the  unassisted  uterus  readily 
finishing  the  expulsion,  when  the  normal  mechanism  of  the  labour 
is  so  far  restored.  And  Smellie,  Lachapelle,  and  Montgomery, 
have  all  shown  us  that  we  may  occasionally  and  completely  effect 
these  two  first  objects  in  such  morbid  cases,  and  when  the  head  is 
at  the  same  time  transverse  to  the  outlet,  by  raising  and  rotating 
the  forehead  with  the  fingers  alone.  If  these  fail,  the  vectis  ap¬ 
plied  over  and  above  the  occiput  would  sometimes  perhaps  greatly 
and  safely  aid  in  the  operation,  the  fingers  being  applied  to  the 
opposite  temple  or  forehead  ;  and  we  know  that  afterwards  the 
fingers  may  be  thus  further  made  to  serve  as  a  kind  of  second 
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blade  to  the  vectis,  if  we  wished  subsequently  to  use  that  in¬ 
strument  with  the  extractive  action  of  the  forceps.  If  the  de¬ 
lay,  therefore,  were  owing  to  the  perversion  in  the  mechanism 
which  I  have  alluded  to,  the  vectis  might  be  occasionally  of 
as  great  or  greater  use  than  the  forceps.  But  if  the  delay  were 
the  result  of  simple  inertia  of  the  uterus,  or  of  any  other  cause 
in  which  the  flexion  of  the  head  was  not  interfered  with,  or  the 
forehead  not  made  to  descend  too  low, — and  when  extraction  and 
rotation  were  required  without  rectification,  then  I  believe  the 
forceps  would  certainly  be  the  safer  and  preferable  instrument. 

The  remarks  which  I  have  made  apply  to  the  action  of  the 
straight  forceps,  as  compared  with  the  action  of  the  lever,  in 
occipito-posterior  positions.  But  if  we  compare  the  curved  for¬ 
ceps  with  the  vectis,  or  with  one  blade  of  the  straight  forceps  used 
as  a  vectis,  in  this  class  of  cases,  then  the  result,  I  belie ve,  must 
be  still  more  strongly  in  favour  of  the  lever.  For  while,  with 
the  curved  forceps,  more  especially  when  the  curve  is  great,  or  the 
instrument  of  a  large  form,  it  is  impossible  to  do  ought  but  simply 
extract,  we  may,  on  the  contrary,  with  the  vectis,  successively  or 
simultaneously,  (as  circumstances  require),  alike  rectify,  rotate, 
and  extract. 

But,  above  all ,  it  is  necessary  for  you  to  remember,  that  it  is 
rare — very  rare,  that  you  will  be  driven  to  apply  any  instrumen¬ 
tal  assistance  in  either  occipito-posterior,  or  occipito-anterior  po¬ 
sitions  of  the  head ;  for  in  the  one  class  of  positions,  equally  as 
in  the  other,  nature  seldom — very  seldom  indeed — so  far  fails 
as  to  require  the  direct  aid  and  operative  interference  of  art. 
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SOME  SUGGESTIONS,  &c. 


The  non -occurrence  of  hemorrhage  from  the  uterine  vessels,  after 
the  complete  detachment  of  the  placenta  in  ordinary  parturition, 
is  probably  not  explicable,  as  is  generally  imagined,  upon  the  sole 
circumstance,  of  the  simple  and  absolute  contraction  that  occurs 
in  the  uterine  fibres  after  delivery.  We  know,  from  the  obser¬ 
vations  of  Gooch,1  Velpeau,2  Rigby,3  and  others,  that  post-par- 
tum  hemorrhage  sometimes  supervenes  when  the  uterus  appears 
contracted  and  reduced  to  its  usual  size  after  delivery.  On  the 
other  hand,  numerous  facts  show  that  there  is  little  or  no  ten¬ 
dency  to  hemorrhage  after  the  perfect  expulsion  of  the  placenta, 
although  this  simple  and  absolute  contraction  of  the  uterine  fibres 
be,  at  the  time,  so  far  prevented  by  the  presence  in  utero  of  a 
full-grown  foetus,  as  in  those  placental  presentations  in  which, 
as  occasionally  happens,  the  after-birth  is  expelled  or  extracted 
before  the  child.4  When  the  child  is  born  in  ordinary  labour, 
and  the  placenta  happens  to  be  retained  from  want  of  uterine 
contraction,  hemorrhage  does  not  necessarily  supervene.  It  is 
well  known  that  Ruysch,  William  Hunter,  and  others,  adopted, 
for  a  time,  the  practice  of  leaving  the  placenta  in  utero  for  hours 
and  days  till  nature  herself  threw  it  off,  and  that  they  were  at 
last  forced  to  abandon  this  line  of  treatment, — not  because  ute¬ 
rine  hemorrhage  was  liable  to  supervene,  but  because  the  dead 
and  retained  organ  was  found  to  become  putrid,  and  to  give  rise 
to  symptoms  of  severe  irritation  and  fever.  Again,  after  the 
complete  evacuation  of  the  uterus  in  common  parturition,  and  the 
total  removal  of  the  placenta,  hemorrhage  does  not  necessarily 
supervene,  though  the  uterine  fibres  are  not  in  a  state  of  firm 
contraction.  We  often  find  them  alternately  relaxing  and  con¬ 
tracting  when  after-pains  supervene,  and  yet  the  general  relaxation 
that  is  observable  between  the  pains  may  not  give  rise  to  the 
slightest  degree  of  flooding.  Every  practitioner  has  had  occasion 
to  watch  with  more  or  less  anxiety,  the  uterus  remaining  of  con¬ 
siderable  size  and  softness  for  some  time  after  delivery,  and  con¬ 
sequently  with  its  fibres  not  firmly  contracted,  but  without  after- 
pains,  and  without  hemorrhage  supervening.  In  the  same  way, 
in  some  cases  of  placental  presentation  after  the  placenta  has  be¬ 
come  expelled,  and  while  the  child  remains  in  utero,  the  labour- 


1  Medico-Chirurgical  Transactions,  vol.  xii.  p.  157. 

2  Traite  de  l’Art  des  Accouchemens,  tom.  ii.  p.  539. 

3  London  Medical  Gazette,  vol.  xiv.  p.  332,  and  System  of  Midwifery,  p.  218. 

4  Sec  Northern  Journal  for  February  1844,  p.  252  ;  or  Edinburgh  and  London 
Monthly  Journal  for  March  1845. 
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pains  have  ceased ;  and  still,  notwithstanding  this  cessation,  not 
only  has  no  hemorrhage  followed,  but,  on  the  contrary,  the  flood¬ 
ing  that  previously  existed,  has  immediately  ceased. 

No  doubt  the  occurrence,  after  delivery,  of  great  and  decided 
atony  in  the  whole  muscular  system  of  the  uterus,  does  assuredly 
give  rise  to  post-partum  hemorrhage.  But  if  I  may  judge  from 
my  own  observations,  I  would  venture  to  remark,  that  the  morbid 
condition  which  is  most  frequently  and  earliest  seen  in  connection 
with  post-partum  hemorrhage,  and  which  is  specially  remarkable 
in  cases  where  the  flooding  is  more  enduring  than  usual,  is  a  state 
of  irregularity,  and  want  of  equability  in  the  contractile  action  of 
different  parts  of  the  uterus — and,  it  may  be,  in  different  planes 
of  the  uterine  fibres — as  marked  by  one  or  more  points  in  the 
organ,  feeling  hard  and  contracted,  at  the  same  time  that  other 
portions  of  the  parietes  are  soft  and  relaxed — and  by  the  con¬ 
tracting  and  relaxing  fibres,  slowly  but  frequently  changing  their 
relative  situations.1 

Upon  the  same  principle,  I  believe  that  in  attempting  to  pre¬ 
vent  or  remove  the  morbid  condition  leading  to  post-partum  he¬ 
morrhage,  when  it  is  functional  in  its  nature,  and  not  connected 
with  any  organic  or  traumatic  causes,  we  ought  to  endeavour  to 
produce  not  merely  a  certain  degree  and  amount  of  uterine  con¬ 
traction,  (the  great  and  primary  practical  point  to  which  we  always 
justly  look,)  but  also  a  certain  equability  and  uniformity  of  con¬ 
traction.  At  the  same  time  I  would  repeat,  that  this  part  of  the 
subject,  like  the  whole  question,  of  the  manner  and  means  by 
which  hemorrhage  is  prevented  from  the  exposed  uterine  veins, 
after  every  case  of  ordinary  labour,  stands,  in  my  opinion,  in  need 
of  new,  careful,  and  extended  investigations.  1  have,  however,  at 
present,  no  desire  to  encounter  so  wide  and  complicated  an  in¬ 
quiry  ;  and  shall  content  myself  with  stating  in  reference  to  the 
subject,  the  few  following  suggestions. 

First ,  Uterine  hemorrhage  after  the  separation  of  the  placenta 
in  any  of  the  stages  of  labour,  is  not  Arterial  in  its  character. 
The  utero -placenta  arteries  are  numerous,  but  so  long  and  slender2 
as  to  become  readily  closed;  1,  By  the  tonicity  of  their  coats; 
2,  By  contraction  of  the  uterine  fibres  upon  the  course  of  these 
vessels  themselves  as  they  pass  through  and  amid  the  uterine 
structure  ;  and,  3,  and  principally,  by  the  changes  in  their  tissues 
produced  by  the  mechanical  rupture  of  their  coats, — torn  arteries 


1  “  I  have  rarely  introduced  the  hand  into  the  uterus  in  a  case  of  flooding  without 
meeting  with  it  [hour-glass  or  irregular  contraction],  whether  the  placenta  had  or  had 
not  been  expelled.” — Dr  Burns’  Principles  of  Midwifery,  9th  Edit.  p.  543. 

2  I  speak  of  these  utero-placental  arteries  as  they  are  seen  in  the  beautiful  injected 
preparations  of  them  left  by  William  Hunter  and  the  second  Monro,  and  as  I  have  my¬ 
self  observed  them  in  recent  specimens. 
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being  little  if  at  all  liable  to  bleed, — and  the  placenta  being  se¬ 
parated  by  a  true  process  of  avulsion. 

Secondly ,  Hemorrhage,  therefore,  under  the  conditions  sup¬ 
posed,  is  Venous  in  its  source  and  nature.  Further,  it  is  specially 
important  to  mark  that  it  is  a  venous  hemorrhage  by  retrogression. 

The  forward  course  of  the  uterine  and  utero-placental  venous  cir¬ 
culation,  is  from  the  dilated  maternal  capillaries  or  cells  of  the  pla¬ 
centa  towards  the  periphery  of  the  uterus,  and  the  ovarian  and 
hypogastric  venous  trunks.  In  uterine  hemorrhage,  the  blood 
that  escapes,  instead  of  flowing  onwards,  regurgitates  backward 
into  the  uterine  cavity. 

Thirdly ,  The  mechanism  by  which,  after  the  separation  of  the 
placenta,  this  retrograde  course  of  the  venous  circulation  towards 
the  cavity  of  the  uterus,  so  as  to  lead  to  hemorrhage,  is  prevented, 
is  probably  of  a  compound  character,  or  is  effected  by  different 
means.  Each  of  these  means  may  be  more  or  less  efficient  under 
different  circumstances  and  at  different  times. 

Fourthly ,  The  most  powerful  of  these  preventive  measures  con¬ 
sists  in  the  uniform  and  regular  contraction  of  the  uterine  fibres. 

By  this  contraction  the  canals  of  the  supplying  arteries  are  con¬ 
stricted,  and  the  venous  tubes  or  sinuses  which  more  immediately 
yield  the  discharge,  are  directly  compressed.  The  facility  of  this 
compression  of  the  sides  of  the  veins  and  the  consequent  diminu¬ 
tion  of  their  cavities,  is  promoted  by  the  naturally  thin,  flattened 
form  of  their  canals,  and  by  the  fact  that  the  proper  contractile 
tissue  of  the  uterus  forms  their  second  coat, — the  uterine  veins 
consisting  of  the  usual  lining  membrane  of  the  venous  system 
placed  in  direct  contact  with  the  muscular  tissue  of  the  uterus. 

At  the  same  time,  it  is  to  be  recollected,  that  their  seems  to  be  , v- ' 
often  no  direct  relation  between  the  degree  of  uterine  contraction 
and  the  degree  of  tendency  to  hemorrhage,  for,  as  we  have  just 
seen, — 1,  No  hemorrhage  may  occasionally  be  observed  after  de¬ 
livery,  though  the  uterus  is  not  contracted  to  its  usual  degree  ; — - 
and,  2,  It  may  be  present  when  the  uterus  is  apparently  well  con¬ 
tracted.  But,  3,  there  are,  according  to  most  anatomists,  few  or 
no  contracting  fibres  in  the  structure  of  the  os  and  cervix  uteri,  ; 
and  certainly  after  delivery,  I  have  generally,  if  not  always  found 
it  remaining  open,  gaping,  soft,  and  flaccid,  even  when  the  proper 
cavity  of  the  uterus  above,  felt  shut  and  contracted,  and  its  parietes 
hard  and  firm.  Still  when  the  placenta  is  attached  to  the  surface 
of  this  uncontracting  portion  of  the  uterus,  as  m  placenta  prccvia, 
hemorrhage  is  not  common  after  its  separation,  unless  some  lacer¬ 
ation  of  its  vessels  has  occurred.  Here  we  have  post-partum  he¬ 
morrhage  prevented,  without  the  contractile  mechanism,  generally 
considered  necessary  for  its  avoidance,  being  almost  in  existence. 


6 


FOST-PARTUM  HEMORRHAGE. 


And  4,  in  cases  of  spontaneous  or  artificial  extraction  of  the  pla¬ 
centa  before  the  child  in  some  placental  presentations,  and  twin 
labours,  the  placental  mass  may  be  completely  separated,  and  the 
uterus  still  remain  distended  by  the  presence  of  a  child  in  its 
cavity  so  as  to  prevent  much  contraction  of  its  fibres,  without  he¬ 
morrhage  occurring.  The  venous  trunks  running  to  the  uterus 
are  not  supplied  with  valves,  and  under  the  above  and  other  cir¬ 
cumstances,  by  what  means  in  addition  to,  or  in  substitution  of, 
the  contraction  of  the  uterine  fibres,  does  nature  prevent  the  re¬ 
trograde  flow  of  venous  blood  into  the  uterine  cavity, — or,  in 
other  words,  by  what  means  does  she  prevent  uterine  hemorrhage  ? 

Fifthly ,  The  structure  and  mutual  relations  of  the  venous 
sinuses  of  the  uterus  seem  calculated  to  obstruct  and  prevent  such 
a  retrograde  flow  of  blood  in  their  tubes  as  to  cause  hemorrhage. 
The  uterine  veins  are  large,  but  of  a  compressed,  flattened  form, 
and  arranged  in  several  planes  or  floors  above  one  another  in  the 
uterine  walls.  On  examining  these  veins  in  several  pregnant  uteri, 
by  dissecting  them  from  the  outer  or  peritoneal  surface  of  the 
organ  downwards  towards  the  mucous,  I  have  found  the  following 
arrangement : — Each  venous  tube  gives  off  numerous  communi¬ 
cating  branches  to  the  veins  of  its  own  plane  or  floor,  by  a  set  of 
lateral  foramina.  When,  however,  a  venous  tube  of  one  plane 
comes  to  communicate  with  a  venous  tube  lying  in  the  plane  im¬ 
mediately  beneath  it,  the  foramen  between  them  is  not  in  the  sides, 
but  in  the  floor  of  the  higher  or  more  superficial  vein,  and  the 
opening  itself  is  of  a  peculiar  construction.  Looking  down  into 
it  from  above,  we  see  the  canal  of  the  vein  below  partially  covered 
by  a  semilunar  or  falciform  projection,  formed  by  the  lining  mem¬ 
brane  of  the  two  venous  tubes,  as  they  meet  together  at  a  very 
acute  angle, — the  lower  tube  always  opening  very  obliquely  into 
the  upper.1  In  the  folds  of  these  falciform  projections,  the  mi¬ 
croscope  shows  the  common  contractile  tissue  of  the  uterus.  Do 
these  semilunar  or  falciform  projections,  and  the  oblique  com¬ 
munications  of  the  lower  with  the  higher  planes  of  veins,  allow 


1  In  the  course  of  dissecting  the  veins  of  a  pregnant  uterus,  in  the  sixth  month,  from 
the  peritoneal  surface  downwards,  Mr  Owen  states  that  he  “  observed  that  where  the 
veins  of  different  planes  communicated  with  each  other,  in  the  substance  of  the  walls  of 
the  uterus,  the  central  portion  of  the  parietes  of  the  superficial  vein  invariably  projected 
in  a  semilunar  form  into  the  deeper-seated  one  ;  and  where  (as  was  frequently  the  case, 
and  especially  at  the  point  of  termination  on  the  inner  surface),  two,  or  even  three,  of 
these  wide  venous  channels  communicated  with  a  deeper  sinus  at  the  same  point,  the 
semilunar  edges  decussated  each  other,  so  as  to  allow  only  a  very  small  part  of  the  deep- 
seated  vein  to  be  seen.  It  need  scarcely  be  observed  how  admirably  this  structure  is 
adapted  to  ensure  the  arrest  of  the  current  of  blood  through  these  passages  upon  the 
contraction  of  the  muscular  fibres  with  which  they  are  everywhere  immediately  sur¬ 
rounded.” — Works  of  John  Hunter,  vol  iv.  p.  68.  See  also  Mr  Goodsir’s  corrobora¬ 
tive  statement,  in  his  admirable  Anatomical  and  Pathological  Observations,  p.  61. 
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the  normal  flow  of  venous  blood  from  the  deeper  to  the  more 
superficial  veins  of  the  uterus,  while  after  the  placenta  is  separated, 
they  prevent  that  anormal  or  retrograde  flow  of  it  from  the  more 
superficial  towards  the  deeper-seated  venous  tubes  which  would 
produce  hemorrhage  ?  Here  I  suppose  it  possible  that  these  fal¬ 
ciform  processes  may  act  upon  the  same  principle  as  the  Eusta¬ 
chian  valve,  but  in  a  less  perfect  manner,  while  by  the  obliquity 
of  the  communications  between  the  different  planes  of  veins  it 
may  be  that  blood  does  not  so  readily  retrograde  into  the  deeper 
vessels,  in  the  same  manner  as  urine  does  not  retrograde  into  the 
ureters  from  the  bladder,  in  consequence  of  the  oblique  opening 
of  the  former  into  the  latter.  Do  the  uterine  fibres  seen  in  the 
venous  falciform  processes  tend  to  aid  this  valve-like  mechanism, 
by  diminishing,  under  contraction,  the  apertures  between  the  dif¬ 
ferent  planes  of  veins  ? 

Sixthly ,  One  cause  contributing  to  prevent  hemorrhage  after 
the  total  separation  of  the  placenta,  is  the  abstraction  from  the 
uterine  vascular  system  of  the  derivative  or  sugescent  power  of 
the  maternal  circulation  in  the  placental  cells,  and  the  consequent 
tendency  of  the  blood  to  flow  in  the  more  direct  and  freely  com¬ 
municating  channels  that  exist  between  the  uterine  arteries  and 
veins.  Besides,  the  general  and  direct  forward  current  of  the 
blood  along  the  course  of  these  larger  uterine  veins  diminishes, 
and,  in  a  measure,  destroys  the  tendency  which  it  might  otherwise 
have  either  to  flow  backwards,  or  to  escape  by  any  existing  lateral 
apertures  of  the  vessels. 

Seventhly ,  Among  the  other  remaining  means  by  which  hemor¬ 
rhage  is  more  or  less  prevented  after  the  detachment  of  the  pla¬ 
centa,  I  may  mention,  1,  The  occasional  presence  of  tufts  of  foetal 
vessels  left  in  the  orifices  of  the  uterine  veins,1  and  forming  not 
only  immediate  mechanical  obstacles,  but  nuclei  for  the  ready  co¬ 
agulation  of  the  blood ;  2,  The  formation  of  coagula  in  some  of 
the  collapsed  venous  tubes  and  orifices  ;  and  3,  The  presence  for 
some  hours,  or  even  days,  after  delivery,  of  the  collapsed  decidua 
over  the  apertures  seen  in  the  veins  on  the  interior  of  the  uterus. 

To  these  few  and  imperfect  suggestions  I  am  desirous  to  add 
one  remark.  Several  of  the  natural  means  of  arresting  uterine 
hemorrhage  that  I  have  spoken  of,  admit  of  extended  anatomical 
examination  being  applied  to  their  more  perfect  investigation ; 
and  some  of  the  observations  that  I  have  ventured  to  offer,  may 
be  yet  proved  or  disproved,  by  being  tested  by  direct  experiments 
with  vascular  injections  thrown  into  the  dead  body. 


1  See  on  tliis  point  the  observations  of  Professor  Reid  in  his  excellent  paper  on  the 
Anatomical  Relations  of  the  Blood-vessels  of  the  Mother  and  Foetus.— Edin.  Med.  and 
Surg.  Journal,  vol.  lv.  p.  8. 
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